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Quadri-valvular endocarditis caused by Streptococcus 
mutans 
Clin Microbiol Znfect 1997; 3: 139-141 
Although multivalvular endocarditis is common, in- 
fection of all four cardiac valves is exceedingly rare. We 
describe a case of Streptococcus mutans quadri-valvular 
endocarditis diagnosed by transesophageal echocardio- 
graphy (TEE). 
A 48-year-old man with a history of alcoholic 
cirrhosis was admitted to the hospital with anasarca 
and jaundice. Three months prior to admission, he 
first experienced lower back pain which progressively 
worsened. Several days prior to presentation, he 
noticed dyspnea at rest and swelling of the lower 
extremities. He became jaundiced 2 days prior to 
adrmssion, but had no abdominal pain, fever or chills. 
He had no history of trauma, recent dental work, or a 
previous murmur. 
On admission, he was icteric, but afebrile. He had 
a blood pressure of 92/50 d g ,  and a pulse of 90 
beatdmin. There was no jugular venous distension and 
the lungs were clear. Cardiac examination revealed a 
fourth heart sound without a murmur or rub. The 
abdomen was non-tender without shifting dullness, and 
the liver was normal in span. Splenomegaly was 
present. There was 4+ pitting edema of the lower 
extremities with petechiae on the dorsum of both feet. 
Mild asterixis was present. 
Initial laboratory tests included a white blood cell 
count of 24000/mm3 (76% neutrophils and 18% 
bands), a hematocrit of 39% with platelet count of 
56 O O O / m m 3 ,  and an erythrocyte sedimentation rate 
(ESR) of 33 mm/h. Abnormal serum findings were: 
sodium 11 8 mEq/dL, chloride 87 mg/dL, bilirubin 
6.8 g/&, and albumin 1.4 g/dL. The prothrombin 
time was 17.9 s. The chest X-ray was normal and the 
electrocardiogram showed normal sinus rhythm with 
non-specific ST-T-wave changes. Blood cultures were 
obtained. The patient's working diagnosis was subacute 
bacterial endocarditis, and the patient was started on 
penicillin 4 MU (IV) 4-hourly and gentamicin 240 mg 
(IV) 24-hourly. S. mutans was isolated in two cultures 
fiom each of two blood specimens. 
On the third hospital day, a new grade II/IV 
systolic murmur was heard at the left sternal border 
which did not change with respiration. A transthoracic 
Table 1 Quadri-valvular endocarditis: review of the literature 
Antemortem 
Predisposing valve involve- Complications/ 
Patient no. Sex Age factors Organism ment by TTE Outcome Reference 
1 Male 24 IV drug use Pseudomonas aemginosa All Died 3 
2 Female 56 Renal failure Pseudomonas aeruginosa NA 
Serratia marcescens 
3 Male 31 Alcoholism Corynebacterium AV 
IV drug use CDC group I1 Tv 
MV 





5 Female 78 None Streptocorns viridans All Died 7 
6 Male 48 Alcoholism Streptococcus mutans AV' Vertebral osteo/ Present 
Tv Died case 
'Vegetations on all four valves by TEE. 
AV=aortic valve; MV=mitral valve; TV=tricuspid valve; NA=not applicable. 
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Figure 1 Transesophageal echocardiographic images showing a s m a l l  echodensity on the left atrial side of the m i d  valve 
(left upper panel), a moderate-size echodensity on the ventricular aspect of the aortic valve (right upper panel), a large 
echodensity on the right atrial side of the tricuspid valve (left lower panel), and a smal l  echodensity on the right ventricular 
side of the pulmonary valve (right lower panel). These features are indicated by arrows. 
echocardiogram revealed echogenic mobile masses on 
the atrial aspect of the mitral valve and ventricular 
aspect of the aortic valve. TEE was performed and 
demonstrated discrete vegetations on a l l  four cardiac 
valves (Figure 1). His back pain persisted and a 
magnetic resonance image (MRI) was obtained which 
revealed L4-L5 vertebral osteomyelitis. The patient 
was treated with a 6-week course of penicillin 4 MU 
(IV) 4-hourly and gentamicin 240 mg (IV) 24-hourly. 
Subsequently he developed intractable congestive heart 
fdure related to severe aortic insufficiency, and he died 
on the 63rd hospital day, 
Ths report describes the first case’of S. mutans 
endocarditis decting all four cardiac valves diagnosed 
by TEE. S. mutans is a known cause of subacute 
bacterial endocarditis accounting for 1.7% to 14% 
of cases of streptococcal endocarditis [l]. Although 
multivaldar endocarditis is not uncommon, a review 
of the literature has revealed only five previous cases of 
quadri-valvular endocarditis [2-61. The clinical features 
of these cases are summarized in Table 1. With 
one exception, factors predsposing to endocarditis 
were present in all patients; intravenous drug use 
and alcoholism were common. The causative bacteria 
included Pseudomonus aenrginosa, Serratia rnurcescens, 
Streptococnrs bovis, Corynebaderium CDC group 11, and a 
Streptococms viridans (not speciated). Our patient also 
had vertebral osteomyelitis, which has been described 
previously by Spadafora et al. [2]. In our case, 
vegetations were found on the mitral and aortic valves 
on a transthoracic echocardiogram (TTE), but the 
smaller vegetations on the two other valves were not 
apparent. In two of the previously reported cases, 
vegetations were demonstrated on all four valves by 
TTE. Al previous patients died and the pathology was 
confirmed at autopsy. Our patient died of intractable 
congestive heart failure after having received a 6-week 
course of appropriate antibiotic therapy [3-71. 
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with a CD4 cell count of 20/pL. He was receiving 
prophylaxis against Pneurnocystis carinii with 160 mg 
trimethoprim/800 mg sulfamethoxazole daily, and 
zidovudine 250 mg twice daily. Elevated temperature 
(38.5OC) was the only abnormality detected on 
examination, and the patient did not appear to be 
severely ill. A chest X-ray revealed an infiltrate in the 
right middle lobe with abscess formation and hilar 
lymphadenopathy. Sputum and bronchoalveolar lavage 
(BAL) cultures yielded growth of Gram-positive cocco- 
bacilli which were identified as R. equi by conventional 
biochemical tests. Diagnosis was confirmed by direct 
sequencing of the small ribosomal subunit RNA. Disk 
difision tests and minimum inhibitory concentration 
(MIC) determination by the broth microdilution 
method (National Committee for Clinical Laboratory 
Standards) showed that the primary isolate was suscep- 
tible to gentamicin, ofloxacin/ciprofloxacin, erythro- 
mycin, and vancomycin, but was only intermediately 
susceptible to amoxicillin/sulbactam (Table 1). On  this 
basis, initial therapy with oral amoxicillin/sulbactam 
was changed to oral ciprofloxacin 500 mg twice-daily. 
The patient's clinical response was excellent and, as the 
X-ray abnormalities had resolved, therapy was stopped 
after 4 weeks. 
One month later he was readmitted with a non- 
productive cough and low fever. A computerized 
tomogram (CT) scan of the thorax revealed a new 
Secondary prophylaxis of Rhodococcus equi pneumonia 
in HIV infection: breakthrough despite rifampicin/ 
erythromycin suppressive therapy 
Clin Microbiol Infect 1997; 3: 141-143 
Interest in effective treatment of Rhodococcus equi 
infections is increasing as this opportunistic pathogen is 
more frequently isolated from immunocompromised 
patients. Antibiotic therapy of pulmonary or dissemi- 
nated infections has remained difficult, and relapses 
after termination of chemotherapy are common. This 
has prompted a call for secondary prophylaxis in 
immunocompromised patients [l]. We report here a 
severe case of R. equi pneumonia in an AIDS patient 
that responded well to intravenous antibiotic therapy. 
However, relapse occurred even while the patient was 
on continuing oral rifampin/erythromycin prophylaxis. 
A 33-year-old HIV-infected patient was admitted 
with a productive cough of 2 months' duration, fever liquefaction of a lobe There are 
(39.5 "c) 2nd night Sweats for 1 week, and 3 kg weight 
Figure 1 Thorax CT scan (5 July 1994) showing 
smaller infiltrates in the right lower lobe and in the anterior - 
loss. The patient's stage of HIV disease was CDC B3, upper left lobe. 
